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N 832| 1200-8-6-.08(2) Building Standards | Ng32 K147 Continued.
The Administrator in-serviced all staff
(2) The condition of the physical plant and the on 2/25/2011 on the correct usage of
overall nursing home environment must be power  Strips. The Maintenance
developed and maintained in such a manner that Supervisor and Maintenance Assistant
the safgty and well-being of residents are to check all areas for tandem power
FECHIPR: 'strips monthly for four months and
quarterly for 9 months to ensure
This Rule is not met as evidenced by: substantial compliance, Results will be
Based on abservations it was determined the reported to the QA Committee
| facility failed to comply with the Tennessee (Administrator, Director of Nursing,
Depariment of Health Building Standards Medical Director, Health Information
(TDOH). and Assistant Director of Nursing).
The findings include: . ;
. Completion Date: 2/25/2011
| Observations of the laundry hall house keeping N 832
storage closet on 2/15/11 at 10:30 AM, revealed !
water stained ceiling tiles. TDOH 1200-8-6-.08(2 r
J RedRl) The Maintenance Assistant removed |
This finding was acknowledged by the the stained tiles and replaced with new |
Administrator and verified by the Director of |tiles in house keeping closet on
Maintenance at the exit conference on 2/15/11. 2/15/2011. On  2/15/2011,
Maintenance Supervisor and
Maintenance Assistant checked the
entire building for stained tiles and
replaced them as needed. Mamtenanceu
Supervisor and Maintenance Assistant|
will check all areas of building monthly |
for four months and quarterly for nine|
months to  ensure  substantial|
compliance. Results will be reported to|
the QA Committee (Administrator,
Director of Nursing, Medical Director,
Health Information and Assistant
Director of Nursing).
Completion Date: 2/1 5/201)] .
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